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 The survivability of patients being treated in intensive care units (ICUs), depends heavily 
on meticulous care that is administered knowledgably, correctly, timely or urgently. The 
instability of these patient’s health and wellbeing cause ICUs to become notorious for dynamic 
unpredictability and intense moments.  These moments test the knowledge, confidence and 
resilience of those that are delivering care in these microsystems. Critical care nurses must 
remain consistently alert while monitoring their patients in the ICU. The instability of their 
patient’s health can deteriorate instantaneously without warning and critical care nurses must be 
ready to intervene at a moment’s notice with knowledgeable precision and speed.  
 The ability to intervene promptly and effectively in the dynamic and tense ICU 
environment, develops over time and with guidance and support. Newly hired nurses to critical 
care units need time and guidance to develop the confidence and knowledgeable experience to 
recognize and instinctually intervene in these moments. Regardless of being a new graduate or 
just new to the hospital or unit, adapting to the unfamiliarity or physical newness of these 
microsystems adds to the difficulty with all the new processes and policies, monitoring 
equipment as well as any other foreign equipment used within the microsystem.  Many newly 
hired registered nurses report a disconnect in these intense and fast paced settings leading to a 
lack of professional confidence (Ortiz, 2015).  Research shows to varying degrees, 35% - 60% of 
newly hired nurses will leave their first place of employment within a year of their hire date 
(Flinkman, Isopahkala-Bouret & Salanterä, 2013).  Frequently, newer nurses report feeling 
unwelcomed or underprepared, frustrated, and bullied in their new microsystems (Hawkins, 
Jeong & Smith, 2019). At a local community hospital, turnover rates are increasing enough that 
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executive leadership has dubbed the issue a “revolving door” problem of nurses being hired but 
leaving shortly after.  
 Research and analysis of published systematic changes implemented to increase retention 
and confidence levels in newly hired nurse was conducted. It was discovered that mentoring 
programs have been utilized to help new nurses develop confidence, gain insight into their health 
care systems, and develop quality nursing skills; mentoring also has increased job satisfaction 
and retention, benefiting not only the health organization, but also the patients these nurses care 
for (Hodgson and Scanlan, 2013). A mentorship program was proposed to this community 
hospital’s stakeholders, and permission was granted to implement a program and measure its 
results.  
 The nurse mentorship program was developed and implemented in each of the hospital’s 
critical care microsystems. Forty volunteers attended mentorship training to become mentors. 
The mentors were paired with mentees from the most recent critical care program. The mentees 
consisted of thirty-five newly hired registered nurses (NHRNs) to one of the seven critical care 
units. Mentees were either new grads or had varying years of experience in nursing, but all were 
new to the critical care specialty and the microsystem environment. Mentees were encouraged by 
mentors to begin professional development by setting a reasonable goal they wanted to attain, 
and the mentors will help guide their achievement through the mentees first year. Through this 
time mentors were trained assist mentees develop professional confidence and growth. The 
journey was documented at quarterly intervals by the pair and mentor champions (champs) 
gathered and synthesized the data measuring confidence levels and attrition rates.  
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 Four newly hired nurse didn’t complete their onboarding process prior to mentorship and 
left the organization not participating in the mentorship, thus were excluded from the final 
statistical findings.  
 Findings showed all participants that passed onboarding were paired with mentors and 
are still working in the community hospital system concluding a 100% retention rate half way 
into their first year. The recent pandemic did have major effects on the final findings. 
 
 Keywords: Nurse Mentorship, Mentoring, Confidence, Retention, and Attrition. 
  
MENTORSHIP IMPACT ON RETENTION AND CONFIDENCE LEVELS 
 
5 
A Mentorship Program’s Impact 
 on Retention and Confidence Levels of New Nurses  
Introduction 
 Newly licensed graduate Registered Nurses and newly hired RNs (collectively will be 
referred to as newly hired registered nurses NHRNs), experience extensive amounts of pressure 
while assimilating in their new microsystems. New grads enter the workforce as freshly licensed 
and eager to take on their first nursing job. Newly hired nurses may not be new graduates, and 
possess various amounts of nursing experience but are just as unfamiliar with their new hospital 
systems.  
 Regardless, both these categories of nurses obtain jobs in new environments where they 
must forego onboarding processes and learn foreign policies, procedures aligning themselves in 
conjunction to their new organization’s goals and mission. They must also learn the culture and 
flow of their organization’s macro, meso and microsystems.  Assimilating to a new microsystem 
is just the beginning of NHRN’s stress levels. NHRNs must also nurse effectively, monitoring 
their patients safely and competently amidst dynamically strenuous and hectic environments. 
These environments or microsystems without regard to experience level require error free 
precision when executing lifesaving interventions to produce positive outcomes which could 
otherwise quickly become disastrous and even terminal consequences. 
  The stress levels of onboarding and the pressures of delivering safe care in unpredictable 
environments often overwhelms new nurses, leading to decreased confidence levels and 
increased attrition rates. Institutional gaps have been identified in various levels of hospital 
organizations highlighting failure to adequately develop a nurturing microsystem for NHRNs 
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that increases confidence and retention through supporting experiences and the pursuance of 
professional growth once the NHRN completes the onboarding process.   
Problem Description 
 NHRNs transferring to new work environments enter as foreigners unfamiliar to their 
organizational policies, procedures, processes and cultures.  At a non-profit, county hospital in 
San Jose, the lack of nurse retention is a widely explored issue.  In the critical care program 
itself, which occurs every four months at this hospital; it is projected that 30% to 60 % of new 
hires do not complete the program.  This coincides with an estimate that 35% - 60% of newly 
hired nurses will leave their first place of employment within a year of their hire date (Flinkman, 
Isopahkala-Bouret & Salanterä, 2013).  Frequently, newer nurses report feeling unwelcomed or 
underprepared, frustrated, and bullied in their new microsystems (Hawkins, Jeong & Smith, 
2019).  The same microsystems have also been noted to lack the formal infrastructure geared to 
nurture and guide NHRN’s career development, leading to failures in retaining these novice 
nurses (Hawkins, Jeong & Smith, 2019).   
 When nurses have feelings of frustration, resulting from lack of guidance due to bullying 
or hostile work environments this early in the critical stages of their nursing development, their 
confidence levels decrease and with it so does the quality of care delivered. This drop can lead to 
sub-par or unsafe hospital conditions that jeopardize patient’s healing outcomes, safety and more 
importantly their lives. Furthermore, losing newly hired nurses, increases the burdens placed on 
existing employees to fill staffing gaps, leads to exhausted nurses feeling burn out having to 
work longer than usual hours delivering critical care in fatigued mind states increasing the risk of 
errors occurring and decreasing overall morale too.   
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 Losing newly trained nurses directly translates to a decreased return on investment, and 
cost hospitals money and valuable resources. Monetarily losses can equate to $120,000 per 
individual and can cost up to $6.4 million annually in larger acute care hospital settings (Van 
Camp & Chappy, 2017). At a large community hospital licensed to operate over 700 inpatient 
beds, we estimate the thirteen week onboarding process of a new hire in critical care equates to 
$82,560 per individual (this includes hourly wages for a new hire, their preceptor and a clinical 
educator working eight hours a day, for eight days in a two week pay period, for 13 weeks).  The 
onboarding process at this hospital, particularly in the critical care department is called 
“preceptorship,” NHRNs are known as preceptees and they are paired with a preceptor or clinical 
partner.  
  There is a structured mix of didactic learning in classroom environments mixed with 
physically working on the preceptee’s new nursing unit alongside their clinical partner. 
Preceptors or clinical partners are experienced nurses that introduce and teach the mechanics, 
unit flow, and culture in these various hospital microsystems. Ideally the preceptees 
simultaneously develop in depth specialty classroom knowledge about critical care while being 
exposed to their individual microsystem environments people, processes and flow.  
Preceptorship is a formal role that has a set time limit or termination date.  In the local 
community hospital mentioned above, newly hired critical care nurses must complete onboarding 
or nursing preceptorship in this fashion. At the end of preceptorship, the preceptee (NHRN) must 
pass a knowledge-based formal written test and a formal evaluation of their skills and critical 
thinking application, to determine if the NHRNs can safely and competently deliver effective 
critical care on their own.  
Available Knowledge 
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 A delineation needs to be made before we further explore mentoring. Most research 
conducted viewed mentorship and preceptorship as interchangeable in the work setting. The 
formal classroom environments mixed with a bedside preceptor to help the NHRNs learn their 
microsystems work environment and culture, was considered mentorship in some researched 
literature.   
 However, mentorship traditionally is a longer relationship occurring over time and 
sometimes has no termination date.  Mentoring is informal, with no professional evaluations and 
is meant to develop one’s career.  Mentors are meant to be a support system sought out by 
mentees seeking guidance in the role of professional or character advancement. Mentors help 
mentees network their environments, providing critical network links, sharing their personal 
experiences, where interactions and fundamentally more personal and to a lesser degree 
infromal. Mentorship programs are critical for nurse retention because they provide an additional 
avenue of support for newly hired nurses (Schroyer, Zellers, & Abraham, 2016), which this 
county hospital currently does not have. 
 A literature review was conducted using the PICO research question, “In newly hired 
ICU RNs (P), how does adding a mentorship program (I) compared to just a traditional 
preceptorship program (C) affect the one- year retention and confidence levels (O)?” A thorough 
electronic search was conducted using multiple databases including, CINAHL Complete, Joanna 
Briggs, PubMed, and Cochrane Database of Systematic Reviews. The Boolean/ Phrases searched 
for included: nurse mentorship not nurse preceptorship, nurse mentorship, nurs* mentor*, nurse 
mentorship and nurse retention, impact of nurse mentoring, not anesthesia and nurse mentoring 
programs, nurse mentorship and retention. Filters and limitations included English- only articles, 
evidence-based, and non-evidence based, randomized controlled trials, peer-reviewed, research 
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articles. Filters were applied and removed to yield the most articles on nurse mentoring 
specifically. 
 Articles selected for examination included those mentioning nurse mentoring and 
increasing nurse retention or confidence exclusively. Articles excluded, contained anything 
discussing nurse management mentoring, advance-practice mentoring, regarding nurse 
anesthesia or nurse practitioners mentoring programs.  Articles selected had an extensive review 
of their health care system condition and its retention deficit, the development of a mentoring 
program with adequate sample sizes, the mentorship structure and requirements (inclusion and 
exclusion criteria for candidate selection) and some form of evaluation and suggestion for future 
development, including recognition of their project limitations was also necessary. Ultimately a 
collection of journal articles, thesis and dissertations, RCT’s and evidence-based collections 
were reviewed. Five articles strongly related to this project are being discussed here.  Please see 
Appendix B for a formal evaluation of the articles and their appraisal grades utilizing the John 
Hopkins Evidence Appraisal Tool utilized for the following literature reviews. 
 Nurses Nurturing Nurses (N3) is a mentorship program developed in 2003 by the 
Academy of Medical-Surgical Nurses. This program was developed to strategize ways to 
improve retention rates of new nurses to the med-surgical specialty by enhancing nurses job 
satisfaction and the intent to stay in the facility these new nurses were hired into. This was done 
by examining: the mentor-mentee relationship in this program, job satisfaction, beginner nurses’ 
levels of confidence and their intent to stay employed at their hospitals, the mentor-mentee 
relationship in its entirety through the 12-month program was also studied. Five years of data 
were collected from the participating hospitals in the N3 program via multiple surveys. 
Originally 18 hospitals enrolled, 15 returned all surveys through final evaluations resulting in 
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n=15 hospital organizations, data was collected at inception of each hospital mentoring program 
(time 1), then 3 months (time 2), 6 months (time 3), and 12 months (time 4). 96 mentors and 
mentees completed time 1 data, yet by time 4 there were only 11 dyads to evaluate. Higher 
score’s or point values in the surveys collected indicated positive findings. Mentee confidence 
rose significantly, the mean rose from 73.4 at time 1 to 98 at time 3 (2 weeks in - 6 months) 
[F(2)= 47.5, p= 0.000]. Job satisfaction and Intent to stay were moderately high from inception, 
however, due to decreased sample size by time 4 results remained the same. Satisfaction was 
[F(2)= 0.195; p= 0.824] means of 79.2 at time 1 and 80.2 at time 4, with n= 61 at time 1 and n=9 
at time 4. Intent to stay [t(25)= -0.38, p= 0.970], means were 72.7 at time 2 and 78.3 at time 4 
with n=47 at time 2 and n=11 at time 4. Through the findings, lessons learned included the 
necessity of organizational buy-in being priority, often findings showed time was not available 
due to lead participants and project leaders being displaced into other projects. This resulted in 
drastic decreases in population sizes and sequalae, data collection. Commitment to the program 
is essential for success and based off the findings in this study, that was the limitation to the 
decrease in data as mentors, mentees and project leads became displaced in other tasks. 
An article examining increasing critical care nurse retention with encompassing a mentoring 
program aimed to calculate retention rates of new graduates, re-entry nurses and nurses new to 
critical care, specifically after the implementation of a mentorship program in a specialty unit of 
a 325 bed, non-profit, community hospital. The null hypothesis is that there is no association 
between retention rates and nurse mentorship programs. The alternate hypothesis would then be 
there is an association between the two. The article research design was quasi-experimental. The 
sample size (n=70) was divided into two equal groups. The first group was identified as non-
mentored hired between 7/2013 – 3/2014 and the second group identified as mentored between 
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4/2014 – 9/2014. 32 mentors were utilized. The targeted group was nurse new to critical care 
services, either new-grads or re-entry. The [chi]^2 test was utilized because it can detect 
observed and expected frequencies in data.  In this case, equal categorical data measured nurses 
in mentorship programs versus nurses not participating in mentorship and that one would expect 
there to be a relationship between nurse mentorship programs and retention rates. The studied 
mentored groups had a retention rate of 91% while the non-mentored group had a 66% retention 
rate. The confidence interval was 95%, P= .009, and [chi]2 statistic = 6.9 (expected = 7.5).  
Limitations were reflected through the conclusion’s recommendations including for future 
studies to be longitudinal including 6 months to 1 year in multiple sites, including gathering data 
of why nurses leave their organizations is also recommended that nurse mentor programs be 
integrated with other programs like nurse residency and other education classes.  
  The final appraisal discusses a high turnover rate at St. Francis Hospital 
and Health Centers (SSFHS). In 2004 the turnover rate was averaging 31.0% of newly hired 
registered nurses during the first year. By 2005, the turnover rate raised to 32.0%. Academic and 
professional literature review started their process.  A pilot program was developed and by the 
end encompassed 200 mentees and 125 mentors by 2009.  Follow up with data collection 
occurred on the participating units within the hospital 6-9 months post inception.  The first year 
of pilot 100% of mentoring program participants were retained with the turnover rate decreasing 
to 10.3% and a 21.5% decrease in turnover for RN’s. 
 
Rationale 
 Roger’s Five- Stage Change theory can be applied to the S/TICU’s microsystem when 
promoting and implementing the change project (Hawkes & Hendricks-Jackson, 2017). Change 
MENTORSHIP IMPACT ON RETENTION AND CONFIDENCE LEVELS 
 
12 
occurs in five stages. Stage one, conveys knowledge about the change, the plan and those parties 
that need to be involved to stakeholders and projected participants. Stage two, works to achieve 
employee buy-in by explaining the essentials, exploring stakeholders’ attitudes, beliefs and 
opinions, favorable or not. Stage three explores if the proposed change should be ultimately 
adopted through analysis of data, pilot studies or trials, including newly reframed processes and 
approaches regarding the proposed change. Stage four, implements the change’s permanence as 
the microsystem, macrosystem and mesosystems evolves to accommodate said change. Stage 
five confirms the permeance of the change agent with the stakeholders responsible for and those 
affected by the change.  Given the current turnover problem in both units and the institution’s 
Chief Nursing Officer greenlighting the need for a nurse mentorship program, one can assume 
the microsystem and the macrosystems of the hospital are ready to explore the proposed change 
of implementing a formal mentorship program. 
Nursing Framework applied to Mentoring 
 The framework infrastructure I utilized has been theorized since 1980. Dr. Patricia 
Benner constructed her theory “From Novice to Expert,” and applied it to the nursing field. Dr. 
Benner formulated this theory by adapting an earlier model which studied skills acquisition of 
chess players and airline pilots. The study concluded proficiency advancement occurred in five 
progressive stages (Benner, 1984; Dreyfus & Dreyfus, 1980).  The stages of proficiency start 
with: the novice nurse, then the advanced beginner, to the competent nurse, then to the proficient 
and finally an expert (Dreyfus & Dreyfus, 1980). Advancement through these stages stem from 
three ideas. First, experience shifts from the use of abstract principles to concrete experience’s in 
instances. Second, one’s perceptual change of viewing a situation as equal bits and pieces widens 
to a more whole view, where importance of certain issues can be identified and prioritized, 
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identifying more pertinent or critical tasks than others present. Finally, the third idea places the 
individual becoming an involved participant, rather than a detached observer (Benner, 1984; 
Dreyfus & Dreyfus, 1980). Benner’s framework highlights the developmental processes needed 
to achieve nursing expertise. Benner concluded individual nurse’s in this field can gain the 
“know how” (knowledge and skills) with experience, regardless of ever learning or 
understanding the “knowing that” aspect (Benner, 1984). As time evolves, a nurse can 
mechanically learn the skills of their trade, but the rationale, reasoning and questioning of 
outcomes can only develop with guidance and time.   
 As a novice nurse travels the Benner framework timeline, we can study their growth by 
enrolling them into the mentoring program. The Novice to Expert theory timeline can help gauge 
mentee’s confidence levels pre and post completion by comparison of the advancement expected 
along Benner’s timeline. If increasing growth and confidence is observed including increased 
measurements of proficiency and feelings of acceptance once can assume thoughts of longevity 
will increase with that comfortability, we can then conclude the program’s efficacy. 
Specific Aim 
 A county hospital in Santa Clara has never formalized or developed a true nurse 
mentoring program. The hospital has seen high turnover rates and decrease morale in nursing, 
especially noted with new hires quitting shortly after completing their preceptorship program or 
formal orientation.  In the Surgical Intensive and Trauma Intensive Care Unit NHRNs 
confidence in entering their new roles will increase from 20% to 50% by implementing a nurse 
mentorship program from March 2020 to July 31, 2020. 
Methods 
Context 
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 Assessment of the clinical microsystem first, leads the interdisciplinary to discovering 
information and data, which can later be utilized to inform their selection of improvement 
themes and aims to stakeholders (Nelson, Batalden & Godrey, 2007).  Identifying the importance 
for a mentorship program and the components needed at this community hospital had begun with 
a microsystem assessment taking place in the hospital’s Surgical Intensive Care Unit and the 
Trauma Intensive Care Unit (S/TICU). A microsystem assessment tool formatted by the 
Dartmouth Institute was utilized to aid the assessment. A framework called the 5 P’s provided a 
structured method of inquiry to the “anatomy” of the clinical microsystem. The framework takes 
a closer look at the dynamic system’s structure, process, patterns, and outcomes by analyzing the 
purpose of the microsystem, the patients, professionals, processes and patterns of its function 
(Nelson, Batalden & Godrey, 2007).  
 The beginning processes of conducting a microsystem assessment and exploring the 5 P’s 
framework provided a more detailed picture of the unit’s flow and processes, see Appendix D.  
Appendix B are the appraisals of evidence and literature reviewed that helped structuralize the 
prospectus concept. Appendix C is a visual Gantt chart of the prospectus timeline.  An Ishikawa 
diagram (see Appendix E) represents a visualization of the brainstorming process exploring the 
cause of lowered confidence, decreased retention and the effect on quality of care.   
 The community hospital hosts three to four critical care programs a year, and NHRN are 
hired based of unit demand.  The NHRN goes through a preceptorship or clinical partnership 
program.  The batch of NHRN hired in March consisted of 35 nurses.  The S/TICU hired four 
out of those 35. NHRNs were given a survey exploring their thoughts and perspectives in the 
beginning days of their critical care preceptorship program. The last question of the survey 
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evaluated confidence levels, and determined approximately 79% had poor confidence levels (see 
Appendix K).   
 As mentioned above, we estimated the thirteen-week onboarding process or 
preceptorship in critical care equates to $82,560 per individual (this includes hourly wages for a 
new hire, their preceptor and a clinical educator working eight hours a day, for eight days in a 
two week pay period, for 13 weeks.  The S/TICU lost four NHRNs in just this rotation alone, 
equating to $330,240 in just three months’ time with losses of new hires possibly occurring three 
to four times a year. We are measuring the ICU’s only in this hospital, which contains seven ICU 
units. It is highly plausible that if each unit loses 1 NHRN during each of the three critical care 
programs a year, we are looking at 21 NHRNs lost, equating to approximately $1,733,760 
annually just from onboarding alone in the ICU’s.  The hospital has another 12 units that also 
hire NHRN’s and have been experiencing turnover. The gravity of the issue can then be 
estimated by underestimating figures at just one NHRN lost in every unit for just one onboarding 
event a year equating to a loss of $1,568,640 hospital wide for one session, at three sessions a 
year we are looking at $4,705,920 annually.   
Intervention  
 How do we remedy the gaps causing decreased nurse retention, morale and confidence? 
Mentoring programs have helped new nurses grow confident, gain insight into their health care 
systems, and develop quality nursing skills; mentoring also has increased job satisfaction and 
retention, benefiting not only the health organization, but also the patients these nurses care for 
(Hodgson and Scanlan, 2013). 
 We have set a goal to increase confidence levels of NHRNs entering their new roles from 
20% to 50% by implementing a nurse mentorship program (NMP).  The program will be 
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introduced within the first few weeks to NHRNs during their preceptorship.  The introduction 
will be presented by mentor champions in a one-hour meeting introducing the program as 
mandatory. Mentor champions, referred to as mentor champs, will explain the projected benefits 
of NMP participation, making NHRNs aware that participation and data collection will occur to 
evaluate program effectiveness, but not affect the outcome of their job status in any way and the 
NMP is only to foster career development and confidence while assimilating to the macro and 
microsystems.  They will be made aware that the NMP officially begins at the end of their 
preceptorship and will continue for the next year. The nurse mentorship program’s structural 
design is based on pairing a newly hired registered nurse with a “nurse mentor” that has 
undergone formal training.  
 Mentor champions will be tasked with managing the NMP in each ICU. Mentor 
champions will seek out prospective mentors in their respective ICUs. The mentors will be 
nurses of with a minimum of two years’ experience, these nurses will have the option to sign up 
as mentors after completing an introductory four-hour course to the NMP and be awarded a “RN 
Mentor” badge. It will be made clear that participating as a mentor is voluntary and not 
incentivized with extra pay for program participation. Those that choose to become mentors have 
a volunteered their willingness to do so, not influenced by anything but their longing to do so.  
The four-hour class will be taught by mentor champions of each unit, the class will discuss what 
mentorship is and explore prospective mentor’s views on the topic, along with various 
researched communication and leadership techniques to foster nurturing development for the 
mentees. Documentation and data tracking will be introduced while reviewing the official 
Mentor/Mentee “logbook.” The logbook provides templates to document meetings that will 
occur in four-month intervals, where goals are set by the pair which the mentee wants to achieve. 
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Goals will be elicited and reviewed in these quarterly meetings, the meetings are encouraged to 
initially occur in person through guided conversation by mentors but can then be followed up in 
whatever alternative communicative methods (i.e. text, email, phone or video chats) the pairs 
find suitable. Progress will be tracked at each quarterly interval as the mentee progresses through 
the year.  Mentors and Mentees will be provided exit surveys that will seek program performance 
improvement suggestions and other comments. The need for program changes will be derived 
from these improvement suggestions as the data is collected and initial microsystem assessments, 
see Appendix F.  
Study of the Intervention and Measures 
 NHRNs report feeling unwelcomed or underprepared, frustrated, and bullied in their new 
microsystems. These microsystems tend to lack the formal infrastructure geared to nurture and 
guide NHRN’s career development and confidence, leading to failures in retaining these novice 
nurses (Hawkins, Jeong & Smith, 2019).  Confidence levels is a direct measure into a NHRN’s 
job satisfaction, and an indirect measure into how probable one may stay within their current 
occupation position. It is furtherly estimated that 35% - 60% of newly hired nurses will leave 
their first place of employment within a year of their hire date (Flinkman, Isopahkala-Bouret & 
Salanterä, 2013). Attrition rates is one appropriate measure to gauge program success, justified 
by the loss in expenditure when NHRNs leave the healthcare systems organization. 
 Increases in confidence levels of NHRNs will be assessed through the usage of the survey 
question in Appendix K. Attrition rates will be indirectly assessed by the number of mentees 
continuing in participation and completion of the NMP as time elapses. As a disclosure since 
attrition rates are a hospital wide issue in this community macrosystem, retention of nurses in the 
hospital system regardless of unit transfers and lateral movements will not be considered as 
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turnover. These nurses are remaining within the macrosystem and are not considered a loss of 
investment because onboarding will not need to be repeated.  
Ethical Considerations  
 This project is derived from evidence that mentoring has positive impact on NHRNs 
confidence levels and indirectly helps decrease attrition rates through evidence-based 
interventions such as providing a “support individual,” in this case a mentor for NHRNs to 
utilize.  This project is not a research study and doesn’t need an institutional review board 
approval. Appendix A shows the IRB Exemption for Non-Research Statement of Determination 
Form. 
 No patients are involved and only the efficiency and effects of adding an additional 
clinical resource e.g. a mentor, for NHRNs to utilize are assessed. Mentors are not forced to 
participate; mentors are not incentivized; they’re truly participating because they desire to and 
have volunteered to do so. Non-therapeutic relationship pairings will be evaluated by mentor 
champions and pairs may be reassigned. There will be exploration into having mentees seek out 
mentor once an adequate bank of mentor is attained in each unit.   
  Participation being mandatory of NHRN does raise an ethical concern. NHRNs are 
introduced to the mentorship program and told participation is mandatory, yet participation will 
have in no shape or form effect on the evaluation of their employment status. Mentees are made 
aware that this program is available for their utilization and they will only derive as much benefit 
or and guidance as they seek out from their mentors. The openness disclosed that mentors will 
initially provide an ice breaker and introduce themselves as the NHRN’s mentor and guide the 
first meeting helps develop a nurturing relationship. Further encounters will be suggested by 
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mentors yet truly based on the mentee’s volition to continue the process, eliminating any sense of 
binding participation and hence ethical constraints. 
Results 
Expected Results 
 It is an expected result that the mentorship program will gain hospital stakeholder 
approval. The approval will be obtained by meeting with the stakeholders (chief nursing officer 
and the nurse manager of the ICU), the program will have personnel running it according to the 
agreed upon design infrastructure. Another much needed result is for the nurse mentorship 
program to have a full team managing the implementation and continuance of the program, 
including collecting data findings, organizing and presenting the data to all stakeholders 
involved. Another desired result from implementing the nurse mentorship program would be a 
notable increase in confidence levels and retention rates of the newly hired registered nurses in 
these microsystems, than was previously measured prior to mentorship participation    
Actual Results 
 The program was granted approval by the stakeholders. The mentorship program 
launched in the Surgical and Trauma intensive care units. It is worth mentioning that a 
stakeholder, the chief nursing officer, requested the NMP be implemented as a pilot in all of the 
critical care division microsystems. Due to this request the mentorship program was also 
implemented in five other ICU’s and one progressive care unit.  
 The NMP was designed by mentor champion chairpersons after attending an offsite 
educational class on mentorship. The design and infrastructure contained of two mentor chairs 
two mentor champions per unit initially. The mentor champs of the critical division attended an 
educational class on developing a mentorship program. The mentor champs returned to their 
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microsystems and promoted the nurse mentorship program to their microsystem’s bedside nurses 
and other stakeholders. Those that expressed interest in mentorship were trained collectively 
there were forty mentors trained. The Mentors were matched to the first batch of the critical care 
divisions newly hired registered nurses. Thirty- five nurses in total were hired for this rotation, 
four nurses were hired into the surgical and trauma intensive care units. All thirty-five NHRN 
were to be paired with a mentor, and mentorship took place once their preceptorship program 
ended. Unfortunately, the four nurses from the surgical and trauma ICUs did not complete the 
preceptorship program hence never participated in the NMP. Those NHRNs were surveyed again 
to assess their confidence levels. Confidence levels increased by fifteen percent. Attrition rates 
and data are still being collected, since 31 NHRNs entered mentorship and are still employed we 
can say the retention is at 100% currently.    
Discussion 
Summary  
 Key finding began to show an increase in confidence levels nearing fifteen percent, and a 
100% retention rate. SICU and TICU were unable to retain their NHRN through preceptorship. 
The stakeholder buy in and commitment helped accelerate a successful change. The chief 
nursing officer’s particular interest in the program helped rapidly grow the NMP to all the ICUs.  
Mentor’s and Mentees both participated in the program and reported positive feelings towards 
the importance of mentorship. It was also apparent that meetings between mentees and mentors 
drastically plummeted due to the recent pandemic and its impact on the hospitals daily function 
the programs. Due to the coronaviruses impact on the macrosystem, data collection and 
interpretation is incomplete, so true data findings are not accurately available at this time.  
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 A major lesson learned was the need for dedicated time. Mentors were removed from 
mentorship and assigned to different hospital projects and committees. Mentors and mentees 
both reported the lack of designated time set aside to meet with mentors. Data collection needed 
a more systematic way of being elicited and compiled. Data collection for mentorship success 
rates were hard to obtain because exit interviews from the past employees leaving were not made 
available to the writer. Mentorship needs three components to work, stakeholder buy in, 
dedicated time set aside for mentors and mentees to meet and transparency with sharing data 
including exit interview data.  
Conclusions  
 The programs structure provided a useful adjunct for NHRNs to utilize after completion 
of their preceptorship.  Mentors were available to help support mentees through their first year. 
Mentees focused on assimilating to their new microsystems in their first year while being 
encouraged to develop professional growth early. Multiple units in this community hospital also 
had approached mentorship champs inquiring about starting mentorship programs on their units. 
These inquiries by other microsystems demonstrate the high potential for the mentorship 
program to spread in other microsystems within the hospital.  The mentorships programs 
notoriety lead to a large amount of curiosity with various other microsystems in the macrosystem 
wanting to launch a mentorship program amongst their nurse. It would be beneficial to the 
practice, if NMP expansion occurs hospital wide. With larger expansion a more defined structure 
would be required including a program coordinator, formal data collection methods and 
operational budget (see Appendix L for a Cost benefit analysis of a structured nurse mentorship 
program director), leadership structure, data collection proposal and projected savings or return 
on investment. One of the main struggles reported was that mentors and mentees were not 
MENTORSHIP IMPACT ON RETENTION AND CONFIDENCE LEVELS 
 
22 
provided time to meet.  The mentorship program becoming officially recognized at a larger scale 
would encourage more accountability, prioritizing the importance of mentor mentee pairs 
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CNL Project: Statement of Non-Research Determination Form 
Student Name: Shekhar Subramanian                                                                                                               
Title of Project: Development of a nurse mentorship program at Santa Clara Valley 
Medical Center  
Brief Description of Project:  
Nature of the Project: Pairing new nurses with trained nurse mentors to foster a  
nurturing environment that will increase new nurse’s confidence levels. 
Data That Shows the Need for the Project: Out of a population of 35 polled new hires  
61.29% of them felt somewhat confident and another 19.35% felt not confident at all,  
versus feeling confident or very confident in entering their new roles. 
Goal of the Project: To increase the confidence level percentage by 15% 
by three months after launch of mentorship program. 
Evidence to Support the Project 
A) Aim Statement: We aim to improve the confidence levels and feeling of 
acceptance of newly hired nurse’s at Santa Clara Valley Medical Center’s multiple 
inpatient units. By working on the process, we expect to increase newly hired nurse 
confidence by 15%. It is important to work on this now because, newly hired nurse 
have reported finding themselves unwelcomed or underprepared, frustrated, and 
bullied; nurse turnover has been 19.1% year over year research estimates losses up to 
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$300,000 a year, per every one percent turnover rate increase. 
B) Description of Intervention: The process begins with training nurse mentors and 
then pairing a mentor to the newly hired nurse. The process ends with the mentor and 
mentee completing the mentorship program after one year. 
C) How will this intervention change practice? A more confident nurse, will have 
better morale, will trust their facility and coworkers more, leading to greater self-
efficacy when delivering bedside care. Enhanced self-efficacy leads to compassionate 
and knowledge based quality care that’s with subsequent increased patient and nurse 
satisfaction. 
D) Outcome measurements: A questionnaire with multiple choice answers are given  
at certain intervals of the program. The data will be trended and analyzed to assess  
confidence levels among mentored new nurses. 
 
 
To qualify as an Evidence-based Change in Practice Project, rather than a Research Project, the 
criteria outlined in federal guidelines will be used:  
(http://answers.hhs.gov/ohrp/categories/1569)  
☐   This project meets the guidelines for an Evidence-based Change in Practice Project as 
outlined in the Project Checklist (attached). Student may proceed with implementation. 
☐This project involves research with human subjects and must be submitted for IRB approval 
before project activity can commence. 
Comments:   






EVIDENCE-BASED CHANGE OF PRACTICE PROJECT CHECKLIST * 
 
Instructions: Answer YES or NO to each of the following statements: 
Project Title:  
 
YES NO 
The aim of the project is to improve the process or delivery of care with 
established/ accepted standards, or to implement evidence-based change. There is 
no intention of using the data for research purposes. 
X  
The specific aim is to improve performance on a specific service or program and is 
a part of usual care.  ALL participants will receive standard of care. 
X  
The project is NOT designed to follow a research design, e.g., hypothesis testing 
or group comparison, randomization, control groups, prospective comparison 
groups, cross-sectional, case control). The project does NOT follow a protocol that 
overrides clinical decision-making. 
X  
The project involves implementation of established and tested quality standards 
and/or systematic monitoring, assessment or evaluation of the organization to 
ensure that existing quality standards are being met. The project does NOT 
develop paradigms or untested methods or new untested standards. 
X  
The project involves implementation of care practices and interventions that are 
consensus-based or evidence-based. The project does NOT seek to test an 
intervention that is beyond current science and experience. 
X  
The project is conducted by staff where the project will take place and involves 
staff who are working at an agency that has an agreement with USF SONHP. 
X  
The project has NO funding from federal agencies or research-focused 
organizations and is not receiving funding for implementation research. 
X  
The agency or clinical practice unit agrees that this is a project that will be 
implemented to improve the process or delivery of care, i.e., not a personal 
research project that is dependent upon the voluntary participation of colleagues, 
students and/ or patients. 
X  
If there is an intent to, or possibility of publishing your work, you and supervising 
faculty and the agency oversight committee are comfortable with the following 
statement in your methods section:  “This project was undertaken as an Evidence-
based change of practice project at X hospital or agency and as such was not 
formally supervised by the Institutional Review Board.”  
X  
 
ANSWER KEY: If the answer to ALL of these items is yes, the project can be considered an 
Evidence-based activity that does NOT meet the definition of research.  IRB review is not 
required.  Keep a copy of this checklist in your files.  If the answer to ANY of these questions 
is NO, you must submit for IRB approval. 
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*Adapted with permission of Elizabeth L. Hohmann, MD, Director and Chair, Partners Human 
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months before the 
implementation of a 
mentorship program 
and then again 6 
months later. 
 
A sample size of 70 
newly hired RNs was 
divided into 2 equal 





































tical method.  
 
A 2 x 
2 [chi]2 table 







value = 7.5) 
with P= .009 
and a 
confidence 
level of 95%.  
The retention rate 
of nurses with a 
mentor was 91%, 
a significant 
increase from 




95%, P= .009, 
and [chi]2 statistic 
= 6.9 (expected = 
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mentor program 
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Evidence Citation Design Sample Findings Appraisal rating 
Grindel CG, & Hagerstrom G. (2009). 
 Nurses nurturing nurses: outcomes and lessons 







of participants in 
their hospital setting 






using surveys with 
Likert scale 
questionnaire about 
from the nurse job 
satisfaction survey 




18 hospitals or hospital 
systems initially enrolled 
 








New nurse confidence rose significantly 
from Time 1 to Time 2, and then remained 
relatively stable. Although the sample size 
at 12 months was too small to include in a 
repeated measures analysis of variance 
(ANOVA-RM) calculation. here was a 
significant increase in nurse confidence 
scores between Time 1 and Time 3 
[F(2)=47.5, p=0.000].  
  
Job satisfaction was moderately high at 
Time 1 and remained stable throughout the 
study for those participants. The ANOVA-
RM results thus indicated no change in job 
satisfaction over the first 6 months of 
employment [F(2)=0.195; p=0.824].  
 
Intent to stay was measured at Times 2, 3, 
and 4; participants’ scores were moderately 
high throughout the first 6 months and rose 
slightly at Time 4  
 
The mentors’ relationship with the mentees 
was rated relatively high, peaking at Time 3 


































































design was used 
A 
convenience sample 
of 66mentors and 
367 nurses working 
at a five-hospital 
integrated healthcare 
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Gantt Chart utilizing Rodger’s Five Stages Change Theory
Stage 5: Solidify changes as 
practice with responsibility 
























at a later 
date 
 
Stage 4: Implement permanence and 
evolve to incorporate change 
      
 
Stage 3: Explore pilot data, 
complete analysis, reframe approach 
       
 
Stage 2: Achieve buy-in, explain 
essentials of plan, and explore 
opinions 




    
Stage 1: Convey Knowledge        
 8/19  01/20  6/20  11/20  4/2021 
Time period in months starting 8/2019 – 08/2021 
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Appendix D  
Inpatient Unit Profile 
A. Purpose: 
Why does your unit exist? To treat those suffering from surgical or traumatic injury or in need of monitoring post-surgical or traumatic    
Complications where intensive care is warranted. 
 Site Contact: Loretta Reagan Date: 9/2/2019 
Administrative Director: Benita McClaren Nurse Director: Jill Sproul Medical Director: Dr. Adella Garland 
B. Know Your Patients:  Take a close look into your unit, create a “high-level” picture of the PATIENT POPULATION that you serve.  Who are 
they?  What resources do they use?  How do the patients view the care they receive?        
Est. Age Distribution of Pts: %  List Your Top 10 Diagnoses/Conditions  Patient Satisfaction Scores % Always 
19-50 years 35  1. S/P CABG 6. Trauma  Nurses 90 
51-65 years 45  2. S/P Valve Repair 7.Craniotomy/plasty.  Doctors 75 
66-75 years 
15  3. Cranial 
Hemorrhage/ 
trauma 







5  4.Rib Fractures/ 
Trauma 




















Living Situation  %  Point of Entry %  
Pt Population Census: Do these numbers 
change by season? (Y/N) 
Y/N 
Married  65  Admissions 0  Pt Census by Hour Y 
Domestic Partner 15  Clinic 7  Pt Census by Day Y 
Live Alone  10  ED 90  Pt Census by Week Y 
Live with Others  7  Transfer 3  Pt Census by Year Y 
Skilled Nursing Facility 1  Discharge Disposition %  30 Day Readmit Rate N 
Nursing Home 1  Home 20  Our patients in Other Units N 
Homeless 1  Home with Visiting Nurse 3  Off Service Patients on Our Unit Y 
Patient Type LOS avg. Range  Skilled Nursing Facility 10  Frequency of Inability to Admit Pt N 
MENTORSHIP IMPACT ON RETENTION AND CONFIDENCE LEVELS 
 
37 
Medical 14 days 0-90d  Other Hospital 2  
*Complete “Through the Eyes of Your 
Patient”, pg 8 
Surgical 7 days 5-12d  Rehab Facility 5  
Mortality Rate 20%  Transfer to stepdown 60  
C. Know Your Professionals:  Use the following template to create a comprehensive picture of your unit.  Who does what and when?  Is the 












Admitting Medical Service % 
MD Total 3 3 3 3 0 Internal Medicine 1 
Hospitalists Total 0 0 0 0 0 Hematology/Oncology 0 
Unit Leader Total 2 2 2 2 As Needed Pulmonary 0 
CNSs Total 0 0 0 0 0 Family Practice 0 
RNs Total 8 8 8 8 As Needed ICU 99 
LPNs Total 0 0 0 0 0 Other 0 
LNAs Total 0 0 0 0 0 
Supporting Diagnostic Departments 
Residents Total 7 7 7 7 0 
Technicians Total 0 0 0 0 0 (e.g. Respiratory, Lab, Cardiology,  
Secretaries Total 1 ½ 0 ½ 0 
Pulmonary, Radiology) 
 
Clinical Resource Coord. 0 0 0 0 0 
Vascular surg    Cardio-Thoracic Surgery 
Neurosurgery          General Surgery 
Social Worker 1 0 0 1 0  
Health Service Assts. 0 0 0 0 0 
Respiratory, Radiology, Interventional 
Radiology. 
Ancillary Staff 0 0 0 0 0  
Do you use Per Diems?    _X___Yes         ______NO Staff Satisfaction Scores % 
Do you use Travelers?    _X___Yes         ______NO How stressful is the unit?   % Not Satisfied 70 
Do you use On-Call Staff?    __X__Yes         ______NO Would you recommend it as a good place to work? % Strongly Agree 50 
Do you use a Float Pool? __X__Yes         ______NO    
*Each staff member should complete the Personal Skills Assessment and “The Activity Survey”, pgs 10 – 12  
D. Know Your Processes:  How do things get done in the microsystem?  Who does what?  What are the step-by-step processes?  How long 
does the care process take?  Where are the delays?  What are the “between” microsystems hand-offs?   
1. Create flow charts of routine processes.  Do you use/initiate any of the following? Capacity # Rooms _8___ # Beds___8_ 




a) Overall admission and treatment process Check all that apply 
b) Admit to Inpatient Unit (N/A) ✓  Standing Orders/Critical Pathways 
# Turnovers/Bed/Year __8____ 
c) Usual Inpatient care    Rapid Response Team 
d)  Change of shift process ✓  Bed Management Rounds Linking Microsystems 
e)  Discharge process ✓  Multidisciplinary/with Family Rounds 
(e.g.  TICU, PCU, Surgical- Tele, Med-Surgical, 
Rehab)                   
f)  Transfer to another facility process   Midnight Rounds   
g)  Medication Administration ✓  Preceptor/Charge Role  
h)   Adverse event ✓  Discharge Goals  
2.   Complete the Core and Supporting Process Assessment Tool, pg 14   
E. Know Your Patterns:  What patterns are present but not acknowledged in your microsystem?  What is the leadership and social pattern?  
How often does the microsystem meet to discuss patient care?  Are patients and families involved?  What are your results and outcomes?   
• Does every member of the unit meet 
regularly as a team? Yes 
• Do the members of the unit regularly 
review and discuss safety and reliability 
issues?  Yes 
• What have you successfully changed? 
• What are you most proud of? 
• How frequently? 70% • What is your financial picture? 
• What is the most significant pattern of variation? Most nurse 
reported burnout with cardio-thoracic patients kept in the ICU for 
extended periods in the ICU when level of care is unwarranted. 
*Complete “Metrics that Matter”, pgs 20 & 21 





Inpatient Unit Patient Cycle Time 
   Day:   Friday Date: 10/18/2019  
   
 Time    
 17:25    1. Notification of new patient.  
     
 17:45    2. Arrival time to unit.  
     
 17:46    3. Patient in bed.  
 
 17:46    4. Patient oriented by staff to unit.  
 
 17:47    5. LNA/RN initiates admission process.  
 
 18:47    6. Time physician came into the room.  
 
 17:00     7. History and physical completed by MD.  
 
 17:50    8. Treatments started (eg. IV).  
 
 18:30    9. Medications dispensed.  
 



















 18:00  10. Tests drawn.  
 
 21:00 partial  11. Patient admission complete.  
 
 
Comments: Pt. arrived to unit decompensated, and intubated. Resident had seen pt. in ED  
therefore, arrived late to unit to check in with nurse. Infusing sedative medications  
were hanging and additional medications were not ordered till patient’s condition worsened 






















Admission  x      
Routine Care x       
Transfer from Inpatient  x      
Discharge   x   x  
Medication Administration x       
Adverse Drug Event x  x     
Code x       
Feeding Patients x       
Pain Management  x    x  
Monitoring Confusion x       
At Risk for Falls  x      
At Risk for Decubitus   x   x  
Answering Patient Lights       x 
Restraint Process x       
Communicating with Families  x    x x 
Laboratory Specimens  x       
Pharmacy Ordering   x     
Pharmacy Receiving   x     
Pharmacy Questions   x     
Dietary Process x       
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Physician Orders  x    x  
Medical Records x       
CIS x       
Follow Up Appointments     x   
End of Life/Code Status x x      
Bed Management   x x  x  
Answering Phones   x x  x  
Hazardous Materials  x      
Housekeeping  x      
Consultations x       
Materials and Equipment   x   x  
        


































LOW WAGES LOW MORALE 
CAUSES OF LOW MORALE AND RETENTION 
Preceptor burnout 
New health system for 
newer hospital 
Hospital diverting funds to purchase 
other hospitals 
Already in a contract that’s not 
expiring anytime soon 
Not enough funding 
Low wages 
Low morale and comfortability  
Priority in obtaining higher retention 
rates, is actually not hospital priority 
Lack of supportive 
leadership 
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Appendix F 




assesment and identify 
microsystem gaps or change 
needs.
Assesment identified ttrition 
rates are high and 
confidence in newly hired 
nurse is low.
Present to stakeholds 
assessment finding and 
proposal for buy in on 
implementing a nurse 
mentorship program. 
Present mentorship to 
microsystem stakeholderss 
and obtain buy-in and form a 
team of "mentor 
champions."
With mentor champions 
compare exisiting practices, 
and explore the EBP 
methodologies to implement 
mentoring.
Participate in professional 
organization with mentoring 
programs implemented to 
obtain new ideas and 
approaches
Design mentorship program 
pilot form suggestions, 
research, asseesments 
education, observations, and 
other findings with mentor 
champions
Launch pilot from agreed 
upon design in critical care.
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generate interest and 
enroll potential nurse 
mentor into 
"Becoming a Nurse 
Mentor" class.
Potential mentors 
attend class and are 
intorduced to the 
purpose of mentoring, 
the need for 
mentorship in the 
macro and micrsystem 
levels.  Potential 
mentors decide if they 
will participate and 
sign contract.
Mentor champs pair 






relationship over the 
mentees first year, 
aiming to achieve a 
professional  
SMART goal the 
mentee choses.
Data is colleceted from 
the pairings by mentor 
champs in each 
microsystem and 
collectively reviewed, 
organized, analyzed and 
recorded for further 
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SWOT analysis  
Weaknesses Opportunities Threats Strengths 




• Currently no 
management 
buy-in or other 
stakeholders. 
 





nurses want to 




















• Lack of CNL 
role to lead 
project. 
• Increase morale 
among new 
nurses which 








for new nurses 




















and quality care 
all are proud of.  
• No funding/ 
budget. 
 
• Increased up 
front cost to 















with new hires. 
 
• Mentors need 
significant 
experience to 
take on roll. 
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Appendix K 
Pre-Preceptorship 
June 12th 2020, 2:53 pm MDT 
Q5 - How confident do you feel entering this new role? 
 
 





How confident do you feel 
entering this new role? 
1.00 4.00 2.03 0.69 0.48 31 
 
# Answer % Count 
1 Not confident at all 19.35% 6 
2 Somewhat confident 61.29% 19 
3 Confident 16.13% 5 
4 Very confident 3.23% 1 
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Financials and Return on Investments 
 The full mastery of Qualtrics may be time consuming, and costly given the vastness and 
potential of this program’s full capacity and content mastery.  However, currently the local 
community hospital has no divulged method of individualized inhouse informatic methods in 
collecting meaningful data about nursing morale, scores are measured gauged from national 
database surveys which the community has had less than 40% of its staff completing. More so 
the hospital hasn’t disclosed an in-house method of measuring the quality of programs such as 
the resurrected mentorship program, let alone a program to determine its success.  Metrics are 
null, and efficiency of current interventions like the preceptorship program go unevaluated 
numerically, at remains measured the subjective opinions of how to improve, with no objective 
data. 
 Speaking with a Qualtrics representative it is estimated that program costs would be in 
the low thousands yearly. After conducting online inquiries some indirect estimates averaged 
anywhere from the low thousands to about $5,000 for a yearly license. A direct contact dialogue 
is ongoing with a Qualtrics representative stating annual license rates would vary based off the 
number of responses, admin users and specific integrations utilized along with the number of 
employees surveyed. itqlick.com has rough pricing estimates for Qualtrics, but this is a second 
party breakdown. Since direct pricing from Qualtrics representative hasn’t been confirmed yet, 
we use itqlick.com estimates as a rule of thumb to produce a cost-benefit analysis.  Starting with 
Table 1, a budget plan for incorporating Qualtrics into mentorship covering peronal and non-
personal expenditures over two years.  
 




Table 1  Budget Plan for Incorporating Qualtrics into Mentorship 
Cost Description  DETAIL Year 1 (2020) Year 2 (2021) 
PERSONAL COSTS 
   
Additional Nursing Staffing  
for receiving education on 
Qualtrics, 1 mentor champ 
per each unit (currently 9 
total) 
Cost of additional staff to 
attend training to utilize 
Qualtrics estimating an 8 hr 
training session funded at 
current nurse hourly wage 
(approx. $70/hr). Estimating 




Manager of Nurse 
mentorship Hospital wide 
(estimate includes expansion 
into the two recently 
purchased hospital). 
165,000 165,000 
Allowance of Nurse Mentor 
Champs to interpret and 
organize data to 
Organizational goals (2 8 hr 
days every 3 months 
annually) 
To interpret, analyze and 
draw meaning to data 
collected from Qualtrics and 
preform PDSA cycles and 






   
Yearly license of a minimal 
customization of Qualtrics 
integrating 1-2 systems 
Annual License fee 2,500 2,500 
Data Migration (approx. 
1000 records) 
Cost maybe variable 
depending on data being 
stored, and costs of migrating 
data 
500 500 
Cost of training sessions for 
mentor champs through 
Qualtrics personnel for 7 
sessions 
This cost will become a ROI 
as program competency 
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 Note: This is a proposition for mentorship needs only with no expansion of Qualtrics factored 
into costs. Planning incorporates cost of a full-time Nurse Mentor coordinator overseeing all 
three hospitals.  Initial cost for Qualtrics licensing is based on a minimal need’s integration. 
Education Costs are demonstrated upfront and amplified to seven sessions, because this is a new 
and foreign program for mentor champs but won’t be a redundant expenditure annually because 
once educated Qualtrics’s functionality this can be taught in house to other employees directly 
translating to increased return on investment. 
Additional Financial Analysis 
 Nursing educators have conveyed through estimates that it roughly costs $50,000 to 
complete the onboarding process of new nurses through preceptorship completion.  Assuming 
the relative accuracy of this estimate, for additional financial analysis purposes we will utilize a 
selected proportion of data, drawing from the SICU’s newly hired class of spring 2018.  Six 
nurses were hired in the early part of the year, roughly a year and a half later only two remain. 
This one unit a loss of approximately $200,000. This was the first class to experience the 
mentorship pilot for this unit. Six other units were part of this 2018 cohort, we can confirm that 
two other individuals did not complete onboarding leaving adding an additional $100,000 in 
losses this term. Table 2 depicts data factoring in the expenditure of Qualtrics, and assuming a 
rate of employee loss remained at a minimal constant of 6 per cohort.  Assuming these rates 
don’t increase to recent worldly events we forecast out annual savings projections utilizing the 
2018 cohort data 
Table 2. 
Annual Savings Projection for 2019-2021 
 2019 2020 2021 
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Current Annual Costs 
Critical Care Cohort 
Individuals not completing 
onboarding  
$300,000 $300,000 $300,000 
Qualtrics inclusion  
Annual Costs 
$246,100 $208,320 $208,320 
Projected Annual Savings $53,900 $91,680 $91,680 
Note: The value above represent one cohort a year, not the actual three that occur. These 
estimates are a bare minimum projection, actual values can be obtained by multiplying each 
figure by 3 in the onboarding loss column, of course this would then assume we are losing 6 
individual a cohort. Given that variability does exist and at times more employees are lost in 
onboarding and at other more employees complete onboarding we present a one cohort data to 
keep an accurate representation of cost’s and savings. The expenditures on Qualtrics would 
remain the same since these are annual costs, but the potential savings could be much larger as 
could the possibility of decreased cost’s up front with onboarding if more employees completed 
onboarding than estimated. The data from the table shows roughly a $91,000 saving at 20 units 
this about $1.82 million saved annually from a $208,000 dollar investment, leading to a net 
savings of $1.61 million annually through retention. 
Conclusion and Feasibility Statement 
 In summary, we demonstrated that incorporating Qualtrics into our mentorship program 
can help harness data to capture critical patterns that may lead to an increase in retention and 
satisfaction rates of newly hired nurse; specifically exampled here for just one unit. Currently we 
have no implementation of how to interpret data about the mentorship program, because no in 
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house data application is being utilized. We have estimates and a general consensus showing 
nurse retention is an issue and research and analysis conducted found key factors that foster a 
less retentive environment. By purchasing licensing agreements for Qualtrics the potential for 
savings on costs for failed onboarding becomes the return on investment.  
 Currently for just one cohort class in spring 2018 we estimated a loss of $300,000. By 
implementing Qualtrics, ideally eliminating losses from onboarding and supplementing it with 
costs for running the mentorship program including a program director and an organized digital 
program to track quality data we in turn begin to notice a cost savings of $53,900 the first year 
jumping to $91,680 annually after that.  
 
 
 
